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One-Year Sequelae in patients with
West Nile Virus Encephalitis and
Meningitis in Louisiana
Alan C. Ou, MD MPH; Raoult C. Ratard, MD MPH

The unabridged article can be found in the Journal of the Louisi-
ana State Medical Society Vol 157, January-February 2005.

West NileVirus (WNV) infection used to result in mild indolent
symptoms and afever, but since the 1950's, the severity of illness
has worsened. Recent observations in Europe and New Y ork City
show a shift to disease that is more neuroinvasive with complica-
tions such asmeninigitisand encephalitis. With thisshift, it appears
that one-year sequelae are associated with severe infection. The
results of this study reveal that there are, indeed, important one-
year sequelae associated with West Nile infection.

Not much is known about the one-year sequelae following a
complicated WNV infection. From July to December 2002, the first
large outbreak of WNV in the Southern United States occurred in
Louisiana. During this epidemic, 329 cases of WNV infection were
identified. Among the cases, 204 cases were complicated by
neuroinvasive disease, such asmeningitisand encephalitisand 125
cases were the more mild and indolent form, West Nile fever. One
year later, during thefall of 2003, atel ephone survey was conducted
to understand the one-year effects of severe WNV infections. WNV
case fatality rate was 19.6%. Death certificates of all the deceased
were reviewed to verify the mortality rate from WNV infection. The
telephone survey reveal ed that one-year sequelaefrom severe WNV
infections are common and can affect the body and mind including
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Region IX Childhood Obesity Study
Julie Hand, MSPH; Denise Harris, M. Ed. LDN RD

Region IX islocated in southeastern Louisiana on the north
side of Lake Pontchartrain and consists of five parishes - St.
Tammany, Washington, Tangipahoa, St. Helena and Livingston -
whosetotal population, according to the 2000 censusis438,121. In
the fall of 2003, a childhood obesity case-control study was con-
ducted in the Region IX WIC sites. (WIC is a federally funded
special supplemental nutrition program for women, infantsand chil-
dren.) These sites include seven public health units: Franklinton,
Bogalusa, Slidell, Hammond, Amite, Livingston, Greensburg; and
three contract sites: Slidell Memoria Hospital, St. Tammany Parish
Hospital Community Wellness Center, Denham Springs.

Background

Obesity is increasing rapidly throughout the United States
across all agesand races. Itisarisk factor for many of the leading
chronic diseases that lead to premature death. Children are being
diagnosed at alarming rateswith diabetes and hypertension related
to obesity. According to a study in Obesity Research, Louisiana
ranked eighth in the nation in obesity, was among thetop six states
in total obesity-related medical expenditures and wasin thetop six
statesin Medicaid obesity-related expenditures. The estimated to-
tal amount of obesity expendituresin Louisianain 2003 was nearly
1.4 billion dollars and the estimated amount of LouisianaMedicaid
obesity expendituresin 2003 was 525 million.

Almost one in three Louisiana school-aged children is over-
weight (BMI > 85%) or obese (BMI >95%). Body MassIndex (BMI)
is currently the most accepted measurement to classify childhood
obesity in children greater than two years old. (BMI is determined
asfollows: (Weight in pounds/Height in inches/Height in inches) x
703. Normal weight for children is anywhere between 5% and 85%
for their age; ideal body weight is50% for age. Overweight children
have aBMI >85% but <95% and obese children are > 95% for age.)

According to 2000 data reported by the Centers of Disease
Control and Prevention (CDC) Pediatric Nutritiona Surveillance Sys-
tem (PedNSS) five of the nine public health regionsin the state had
an equal or higher percentage of overweight childrenin their WIC
programs than the national average as shownin Figure 1.

(Continued on next page)
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Figure 1: Prevalence of Overweight among children < five years of age by
region — Louisiana, 2003
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As obese children in Louisiana become adults, we can expect
themto exert an increasing burden on an already overextended pub-
lic health system. Childhood obesity is a public health problem on
itsway to becoming acrisis, especially in Louisiana

Methods & Results

A total of 1051 charts were reviewed for this study, 638 cases
(overweight or obese children) and 413 controls (children of normal
weight); information on sixty-one variables was collected. All data
analysiswas conducted using SPSS. Subjectswereidentified using
the coding system of PASPORT, an internal OPH database. All sub-
jectshad visited one of the Region IX WIC clinics between January
1, 2000 and December 31, 2002. The ages of the children ranged from
onetofiveyears. (Table 1)

Table 1: Region I X obese WIC participants as coded in PASPORT
Louisiana, 2003

WIC Site % Obese Parish % Obese
Franklinton HU 13.4 .

Bogalusa HU 141 Washington 13.8
Slidell Memorial 9.1

St. Tammany Wellness 4.9 St. Tammany 12.4
Slidell HU 20.2

Hammond HU 14.2 .

Amite HU 124 'ongipahoa 135
Livingston HU 23.7 L

Denham Springs 6.6 Livingston 17.7
Greensburg HU 13.0 St. Helena 13.0

Tables 2a, 2b and 2c show the frequencies of demographic
variables by weight categories: overweight, obese and normal.

Table 2a: Study population descriptives — sex -Louisiana, 2003

Normal Overweight Obese Total
Male [207 (50.1%) [ 99 (43.8%) 235 (57%) 541(51.5%)
Female| 206 (49.9%) | 127 (56.2) 177 (43.0%) |541 (48.5%)
Total |413(39.3%) | 226 (21.5%) [412(39.2%) |1051 (11%)

Table 2b: Study population descriptives — race -L ouisiana, 2003

Normal Overweight Obese Total
White [238 (57.6%) | 119 (52.7%) | 235 (57%) 592(56.3%)
Black 163 (39.5%) | 101 (44.7) | 166 (40.3%) | 430 (40.9%)
Hispanic|10 (2.4%) 4 (1.8%) 11 (2.7%) 25 (2.4%)
Asian |2 (0.5%) 2(0.9) - 4 (0.4%)
Total (413 (39.3%) | 226 (21.5%) | 412 (39.2%) 1051 (11%)

Table 2c¢: Study population descriptives by age, Louisiana, 2003

Normal Overweight Obese Total
Mean agg 2.29 2.64 2.19 2.33
Total 413 (39.3%) | 226 (21.5%) | 412(39.2%) [ 1051 (11%)

Tables 3 and 4 demonstrate the distribution of weight variables
in cases and controls. The children less than two years old are
separated from those greater than two because using BMI in chil-
dren less than two years of age is not common practice. To be able
to compare cases and controlsacrossall ages, the variables of BMI
and weight were converted to percentilesusing CDC growth charts.

Table 3: Weight variables subjects >2 years old

Subject Status| Variables| N Min | Max |Mean | Std. Dev.
Case BMI 319 160 | 261 | 188 15
Percentile| 319 | 85 95 92.1 3.6
Control BMI 250 | 139 | 18.0 | 16.0 0.9
Percentile| 250 5 75 39.2 19.4

Table 4: Weight variables subjects <2 years old
Subject Status| Variables| N Min | Max | Mean | Std. Dev.
q *

Case Weight* | 319 | 198 | 440 278 37
Percentile| 319 | 85 97 94.8 3.0
Control Weight* | 163 | 183 | 31.8| 235 2.8
Percentile| 163 | 5 75 504 ( 209

Table 5 shows the odds ratios and confidence intervals of the
categorical variables collected based on subject status (case vs.
control). Asisevident in the table, no odds ratios are significantly
elevated and all confidence intervals include one. This indicates
that none of the variables shown have any associ ation with whether
asubject isobese or of normal weight in this study.
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Table 5: Data analysis of categorical variables

Variable N OR Cl
Breastfeeding (yes/no)* 792 1.04 (0.75, 1.44)
WIC Site (public/contract) 1051 1.29 (0.98, 1.70)
Delivery (pre-term, full term)** | 814 0.83 (0.53, 1.33)
Birthweight (low/normal)*** 973 0.56 (0.36, 0.89)
Medicaid (yes/no)**** 1050 122 (0.92, 1.62)
Food Stamps (yes/no)**** 1050 1.06 (0.83, 1.36)
LaCHIP (yes/no)**** 1049 0.52 (0.32,0.85)
FITAP (yes/no)**** 1050 1.29 o

*|f subject was ever breastfed

** Pre-term defined as < 37 weeks

***| ow birthweight defined as < 2,500 grams

**e*l*f* If subject was ever on Medicaid LaCHIPS, received food stamps or
welfare

Table 6 showsthe dataanalysisfor continuous variables based
on subject status (case vs. control).
Table 6: Data analysis of continuous variables

Variable N T-stat p-value | Result | eta?
Age 1051 0.86 0.40 nEm -
Percentile 1051 48.5 <0.00 nmeEm -
Gestation 814 1.26 0.21 nEm -
Birthweight 973 5.03 <0.00 mem 0.03
#in Family 1050 185 0.65 nmEm -
Income 1048 0.48 0.63 nmem -

Theanalysisconducted was an I ndependent Samples T-test to
compare the mean score of the continuous variables for the two
groupsstudied. Intesting for effect size, Etasquared representsthe
proportion of variance in the dependent variable that is explained
by the independent variable. Birthweight was the only continuous
variableinthisstudy that showed significance, with asmall to mod-
erate effect size. Percentile as a variable was expected to be signifi-
cant sincethat isthe variabl e used to define the groups; the percen-
tile in cases should not be equal to the percentile in controls.

Thefollowing analyseswere conducted on all continuousvari-
ables, though nothing other than birthweight showed a significant
association with subject statusin thisstudy. Theeffect of birthweight
was similar across gender as well as race. Results from One Way
ANOV A showed asignificant difference among the mean birthweight
of the three groups; post-hoc results indicate a significant differ-
ence between the obese and overweight groups and the obese and
normal groups. Linear regression showed that birthweight helpsto
predict weight, BMI and percentile (p-value <0.00). Pearson correl a-
tion demonstratesthat thereis aweak positive correlation between
birthweight and percentile (p-value <0.00); as birthweight increases,
so does percentile.

Conclusions & Future Directions

Although this study isanecessary first step in understanding
some public health aspects of the childhood obesity crisis, thereis
much morework to be done. For example, itisknown from thisstudy
that an excessive proportion of children served by the WIC program
are obese, but yet no risk factors for obesity have been clearly
identified other than birthweight. Other risk factors may not have
been identified due to the lack of demographic variability in the

study population. All subjects have similar socioeconomic back-
grounds due to the financial eligibility requirements of the WIC
program. Maternal weight has been shown to be astrong predictor
of childhood obesity. However, this important piece of datais not
capturedinthechartsof WIC clientssoisnot availablefor analysis
inthisstudy. A more extensive study using interviewswould allow
collection of information regarding parental obesity status, eating
habits, television viewing, physical activity, exposure to vending
machines and fast food.

A second phase of this study is planned to include private
physician practices and compare those data with the WIC data al-
ready collected. Dataon obesity among childrenlessthan fiveyears
of age are sparse. More information regarding childhood obesity
will assist in educating parents and physicians about this public
health problem and its serious risks to the population.

For referencesor moreinformation, pleasecall (985) 871-8355 or
email jhand@dhh.la.gov.

New! Free! Online CME-Approved
Course for Physicians - Deadly
Delicacy: Vibrio vulnificus in Raw

Oysters

Vibrio vulnificus in raw oysters is among the most virulent
food-borne pathogens. The case fatality rate isfifty-three percent
and prompt physician diagnosis and treatment is critical to patient
survival. “Diagnosis, Treatment and Prevention of Vibrio vulnificus
Infection” is an innovative, online course that gives physicians
concise, practical information on this topic. Developed in consul-
tation with CDC, EPA’s Gulf of Mexico Program and Tulane
University’s Health Sciences Center, this online courseisinterac-
tive, informative and engaging. Thecour seisavailableto licensed
physiciansat no cost for alimited timeonly.

Accessthe course online atwww.carreermap.net. Enter “vibrio”
in the user name, leave the password blank, and click on “submit”
to launch the course. After you complete the course, fill out the
Verification Form and send it to the Tulane University Health Sci-
ences Center. Your CME credit will be emailed or faxed to you.

This course has been planned and implemented in accordance
with the Essential Areasand Policies of the Accreditation Council
for Continuing Medical Education through the joint sponsorship
of Tulane University Health Sciences Center and Interstate Shell-
fish Sanitation Conference (1SSC). Tulane University Health Sci-
ences Center is accredited by the Accreditation Council for Con-
tinuing Medical Education (ACCME) to provide continuing medi-
cal education for physicians and has designated this educational
activity for a maximum of 1 Category 1 credit toward the AMA
Physician’s Recognition Award.

Tulane University Health Sciences Center presentsthis activ-
ity for educational purposes only and does not endorse any prod-
uct or content of presentation. Participants are expected to utilize
their own expertise and judgment while engaged in the practice of
medicine. The content of the presentations is provided solely by
presenters who have been selected because of their recognized
expertise.




Louisiana Morbidity Report

May-June 2005

One-Year Sequelaein Patients with WNV...(Cont. from page 1)

perception. Serology was used to confirm WNV infection for all
suspected WNV cases. The number of cases of WNV is most
likely an underestimate, since it is likely that some of the people
with themoreindolent course of WNV infection did not recognize
the need to present to a physician for evaluation and therefore
were not diagnosed.

The primary objective of this study was to describe the one-
year physical and psychol ogical morbidity symptomsinapopula-
tioninfected by WNV and complicated by meningitisand encepha-
litis. Secondary objectives were to compare the severity of the
disease morbidity with regards to severity of the initial infection
and demographic characteristics as well as find the mortality rate
dueto WNV infection.

RespondersVersus Non-responders

When comparing people who responded and people who did
not, the distribution of people among five age groups (0-29, 30-44,
45-59, 60-74, +75) showed no significant difference (p = 0.47), and
there was also no significant difference with regards to gender
(male/female OR = 1.49; Cl =0.17-3.12). Those who responded had
amean age of 51.82 yearswhereas non-responders had amean age
of 50.11 years.

Mor bidity

Answers were obtained from patients who had suffered from
WNV encephalitis and meningitis as to whether the following re-
mai ning signs and symptoms persisted: weakness, incontinence,
chronic headache, joint pain, muscle ache, paresthesias, tremors,
altered mental status, confusion, slurred speech, seizures, vision
problems, hearing difficulties, balance difficulties, chronic fatigue,
depression, anxiety, hyperactivity, emotional lability, aggressivity,
agitation, panic attacks. To assess whether severity of neuroinva-
sivediseasewasafactorinlevel of morbidity, responderswho had
suffered from meningitis were compared to responders who suf-
fered from encephalitis.

Out of 127 responders, nine reported no one-year sequelae
and seven only had one sequela. Twenty-eight reported morethan
fifteen sequelae (Table 1).

Table 1: Frequency of symptoms among responders who
reported at least one symptom

Symptom % of Responders
N=118
Pains Chronic Headache 314
Joint Pain 46.6
MuscleAche 492
Sensory Paresthesia 432
Tremor 35.6
Motor Weakness 50.0
Mental State Altered Mental Status 3.1
Confusion 364
Seizures 6.8
Coma 0.0
Other CNS Slurred Speech 178
Visua Impairment 432
Auditory Impairment 26.3
Balance Problem 412
Mood Depression 40.7
Anxiety 37.3
Hyperactivity 169
Emotional Liability 39.8
Aggressivity 33.9
Agitation 458
Panic attack 203
Chronic Fatigue 54.2
Urinary Incontinence 186

Hospitalizations

Twenty-nine percent of the responders had been hospitalized at
least once after their initial hospitalization for West Nileinfection. Of
all theresponders, fourteen percent werere-admitted at |east oncefor
medical problemsthat wererelated to WNV infection and 18.6% were
re-admitted at least once for non-WNYV related medical problems.
Stratification by age group (0-44 versus > 44 year olds) and clinical
severity (encephalitisversus meningitis) showed no significant rela-
tionship (MH-OR = 0.86, Cl = 0.24-3.20) in hospitalization rates.

Results

Out of 204 patents with neuroinvasive WNV disease, twenty-
seven patients were already known to be deceased before the initia-
tion of the one-year follow-up survey. Among these twenty-seven
deceased, twenty-five deathswere dueto complicationsof WNV and

Is Mortality From

Staphylococci on the Rise?
Nathan Weed, MPH

Staphylococcus aureusis a bacteria that causes awide vari-
ety of localized and invasiveinfectionsaswell asthreetoxin-medi-
ated syndromesincluding food poisoning. Inadditiontothemyriad
of waysthisbacteriamanifestsitself in disease, staphylococcusis
extremely prevalent inthe general population; about thirty percent
of all healthy adults and children are colonized, usually in the
nose. (A colonized personis not infected with the bacteriabut is
carrying the bacteria.) Hospitalscontinually battle the methicillin-
resistant strains of S. aureus responsible for many hospital ac-

quired infections. Every year, some staphylococcal infections result
in death.

Due to the concern about antibiotic resistance in micro-organ-
ismsand the preval ence of staphylococcal infections, many requests
for information about these organi sms are addressed by the Office of
Public Health - Infectious Disease Epidemiology Section. One ques-
tionthat often arisesregardstrendsin the mortality related to staphy-
lococcal infections e.g. “Are more deaths being attributed to inva-
sive staphylococcal infections?’

In order to better respond to these queries, all of the death certifi-
cates issued between 1999 and 2003 in Louisiana were sorted and
analyzed using Microsoft Access. The death certificateswere sorted
based on the causes of death listed. The causes of death are coded
according to the International Statistical Classification of Diseases

4
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two deathswere dueto other causes. Of the 177 remaining patients
to be interviewed, 127 completed the survey, five were deceased
and forty-five did not complete the survey. Of the forty-five that
did not complete the survey, four refused and forty-one could not
bereached. Of the 188 cases not deceased, follow-up was obtained
for 74.6%.

Discussion

The survey would only be marginally affected by the non-
response of patients since there was no significant difference be-
tween responders and non-responders by age and gender. This
was not the case for race, but previous studies in Louisiana have
shown no significant differencein clinical severity of WNV infec-
tion by race. Perhapsrace, whichisassociated with socioeconomic
level, affected how permanent contact information, such as ad-
dresses and tel ephone numbers, existed in certain households. This
inturnwould affect theinterviewer’ sability to contact people, also
affecting response rates among different popul ations.

Other limitations to this study include the fact that sequelae,
functional status and hospitalization events were self reported.
For the time allotted to do this surveillance study, it was not fea-
sibleto pull al of the outpatient and hospital charts of responders
toverify the existence and accuracy of these symptomsand hospi-
talizations. Inaddition, the mortality rate may have been underes-
timated. For the peoplewho were non-responders, areview of the
state death registry could have clarified if some of these people
were deceased or not. Due to time limitations, this also was not
performed.

Possible means of pathogenesiswith regardsto neuroinvasive
diseaseincludeweakening of theblood brain barrier through chronic
conditions. Industrialized countries, such asRomaniaand the U.S.
where recent WNV outbreaks have occurred, tend to have high
prevalence of chronic disease of the circulatory system which may
predispose apersonto death. It ispossiblethat certain conditions,
such as diabetes mellitus and hypertension, contribute to the in-
creased permeability of blood vessels due to their deleterious ef-
fects on the microvasculature. With leaky vessels in place, the
West Nile virus could easily pass from the blood to the brain and
cause neruoinvasive disease as well asincreased mortality.

Many of the oneyear sequel aeare non-specific and arearesult
of physical impairment. A large percentage of cases may also have
residual symptoms due to psychological effects. When the West
Nile Outbreak occurred from July to December 2002, it was amajor
media event and caused much anxiety among the population. At
that time, WNV infection wasmysterious, terrifying, potentially life-
threatening and its long term effects were unknown to the general
public. Eventhoughtheacute WNYV infectionisnow over, perhaps
the high rate of self perception of poor health statusis a residual
effect of the anxiety and trauma that resulted from the WNV infec-
tion. Futureresearch of the psychological aspect of WNV infection
aswell as comparative studies, possibly between the USA and Ro-
maniaoutbreaks, could serveto elucidatethesetheoriesfurther. As
WNV becomes morewidespread, it will beimportant for cliniciansto
understand the long-term consequences of severe WNV infections.

Dr. Ou, former Preventitive Medicine resident at OPH, now
on athree month assignment in the Philippines with the
CDC STOP Program

and Related Health Problems, 10" revision (ICD-10). Specificdly,
ICD-10 provides codes for cutaneous abscesses, pneumonias due
to staphylococcus, septicemias due to staphylococcus and un-
specified staphylococcal infections. The crude numbers of mortal -
ity resulting from these causes of death are presented in Table 1.

The data provided by death certificatesissued in Louisiana
between 1999 and 2003 provide no evidencethat mortality resulting
frominvasive staphylococcal infectionshasbeenincreasingin Loui-
siana. Although the mortality has been consistent for the past five
years, the Infectious Disease Epidemiology Section will continue
monitoring the causes of death attributable to staphylococcal in-
fectionsin order to detect changesin thistrend.

Table 1. Number of deaths caused by staphylococcal infectionsin
Louisiana, 1999 - 2003

Cause of Death 1999 2000 | 2001 2002 | 2003
Cutaneous abscess, furuncle and 0 2 5 2 6
carbuncle

Pneumonia due to staphylococci 21 18 12 8 13
Septicaemia due to 28 24 17 21 24
staphylococci

(aureus and other)

Staphylococcal infection, 10 1 3 6 5
unspecified

Total 59 45 37 37 48
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Cardiovascular Disease Risk Factors

Among Louisianians, 2003
Jennifer Botsford, MPH

Accordingtothe CDC, in 2002, thirty-four percent of all deaths
in Louisianaweredueto Cardiovascular Disease (CVD). According
to 2003 BRFSS (Behavioral Risk Factor Surveillance System) data,
almost 300,000 Louisianians are living with coronary heart disease
and/or have survived a stroke or a heart attack. This report com-
pares targeted modifiable risk factors including smoking, nutrition
and physical activity between those with a history of CvD and
those without such history. Those with a history of CVD are at
greater risk for future episodes and/or complications of CVD.

Data for this report was collected from the BRFSS, a self- re-
ported, random digit dialed statewide telephone survey. CVD was
defined as diagnosis by a doctor of one or more of the following:
coronary heart disease (CHD), heart attack, stroke. Participants
were asked about CVD history and related risk factors (Table 1).

Table 1: Percentage with risk factor among those with/ without CVD -
Louisiana, 2003

Fruitsand

The Cardiovascular Health program at the L ouisiana Office of
Public Healthiscurrently devel oping astate plan which will address
CVD and associated risk factors. For moreinformation, please con-
tact Ms.TaraDoskey, Program Manager at tdoskey @dhh.la.gov or
(504) 599-1096.

Hepatitis C Infection in Louisiana

Estimating a prevalence of 1.8% of hepatitis C in the general
population, there are in Louisiana, about 81,000 individuals who
have been infected with the hepatitis C virus. 1n 2002, theincidence
of reported cases of acute hepatitis C was 2.2/ 100,000 versus0.64 in
the United States. The case register maintained by the Louisiana
Office of Public Health has 22,000 cases. Building up a register of
hepatitis C past or present infections is a significant tool that may
be used to resolve some important questions about the epidemiol-
ogy of hepatitis C or be used for future preventative actions. Physi-
cians and hospitals are encouraged to report hepatitis C infections
with sufficient information to distinguish acute hepatitis C from
hepatitis C past or present infection.

For more information, please read “ Hepatitis C Infection in
Louisiana” by Theresa M. Sokol, MPH, Brian E.Lewis, MPH,

*Recommendation: Either thirty minutes of moderate exercise five or more days per
week OR twenty minutes of vigorous exercise three or more days per week.

Thosewith ahistory of CVD aresimilar tothosewithout CVDin
regards to both ‘ Fruit and Vegetable’ consumption and * Smoking'.
Eighty-four percent of Louisianians without CVD and eighty-two
percent of thosewith CV D do not eat the recommended five or more
servings of fruits and vegetables per day. Smoking rates between
thosewith and thosewithout CV D aresimilar. Thosewith CVD have
ahigher proportion of ‘ Former’ versus' Current’ smokersthanthose
without a history of CVD. However, since onein four people with
CVD are till current smokers, smoking remains an important risk
factor.

A higher percentage of those with a history of CVD are over-
weight and not meeting the recommendationsfor exercise, than those
without CVD. Seventy-seven percent of those with CVD are over-
weight or obese versus sixty percent of those without CVD being
overweight or obese. Seventy-five percent of those with CVD ver-
sus fifty-eight percent of those without CVD did not meet the rec-
ommendations for physical activity.

Itisessential that Public Health Workers and Health Providers
continue to address CVD and related risk factors, targeting those
with ahistory of CVD asthosewith CVD areat ahighrisk for future
episodes of CVD. Thisreport found that those with CVD are still
not meeting the recommendations for maintaining a healthy heart
and therefore should be targeted for counseling and education re-
garding CV D, smoking, obesity, exercising and consumption of fruits
and vegetables.

Smoking Weight Vegetables Bxardse Susanne Straif-Bougeois, PhD, MPH, GitaTalati, MSand Raoult C.
Curent  Former  Never | Overweight | <5 Servings| Do not Meet Ratard, MD MPH & TM, published in the Journal of the Louisiana
or Obese day | Recommendations* State Medical Society Vol 157, March-April 2005.
CVD 2% 3B% 3% 7% 82% 7%
NoCVD | 27%  19%  54% 60% 84% 58%

OPH Training Offerings

Vectorborne and Zoonotic Disease
Epidemiology in Louisiana

The OPH I nfectious Disease Epidemiology Sectionisoffering
this videoconference which is targeted towards public health
nurses, physicians, veterinarians, infection control professionals,
disease surveillance specialists, epidemiologists, sanitarians, health
care providersand other public health staff. It will be accessible at
ninesitesthroughout L ouisianaon June 15, 2005 from 9:00 A.M. to
Noon. Applicationshave been entered for Veterinary, Laboratory,
Sanitarian, Nursing and Physician Continuing Education Units.
Registration DeadlineisMay 30th! Call or email Louise Bellazar
(504) 5685005 x 102 or |bellaz@dhh.la.gov for registration in-
formation.

Note these dates:

September 14, 2005 9-Noon Infectious Diseases Surveillance
and Investigation in Health Care Facilities - Part 4: Outbreak
Investigation

October 5, 2005 9-Noon Environmental Epidemiology Update
October 18, 2005 Field Epidemiology Techniques | — Full Day
In-House Training

October 19, 2005 Field Epidemiology Techniques Il — Full Day
In-House Training

November 9, 2005 9-Noon Antibiotic Resistance Update
Videoconference
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LOUISIANA COMMUNICABLE DISEASE SURVEILLANCE

MARCH - APRIL, 2005

Table 1. Disease Incidence by Region and Time Period

HEALTH REGION TIME PERIOD
Jan-Apr  Jan-Apr
DISEASE 1 2 3 4 5 6 7 8 9 Mar-Apr Mar-Apr Cum Cum %
2005 2004 2005 2004 Chg
\accine-preveniable
Hepatitis B Cases 1 1 1 2 0 1 0 2 0 8 8 16 22 -27.3
Rate'l] 0.1 02 03 04 0.0 03 0.0 0.6 0.0 0.2 0.2 0.4 0.5 NA
Measles 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Mumps 0 0 0 0 0 0 0 0 0 0 0 4 4 0.0
Rubella 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Pertussis 4 0 0 2 0 1 0 1 0 8 1 12 3 300
Sexyallytransmitted
HIV/AIDS Cases z 36 22 2 14 7 5 10 1 5 102 212 251 383 -35.0
Ratel 3.6 3.8 0.5 2.6 2.5 1.7 2.0 0.3 1.1 2.3 4.8 5.7 8.8 NA
Gonorrhea Cases 588 248 132 202 73 92 383 152 95 1965 1828 3194 3731 -537
Ratel 56.9 411 344 369 258 305 733 430 217 44.0 40.9 71.5 83.5 NA
Syphilis (P&S) Cases 12 10 3 11 1 1 2 2 5 47 46 74 81 -7
Rate" 1.2 1.7 0.8 2.0 0.4 0.3 0.4 0.6 1.1 1.1 1.0 1.7 1.8 NA
Enteric
Campylobacter 4 5 1 0 6 20 26 36 35 2.9
Hepatitis A Cases 4 5 1 0 0 13 4 26 8 225.0
Rate" 04 08 00 04 04 03 0.0 0.0 0.0 0.3 0.1 0.6 0.2 NA
Salmonella Cases 21 15 14 16 4 5 3 4 1 93 83 157 124 +26.6
Rate1 2.0 2.5 3.6 2.9 1.4 1.7 0.6 1.1 2.5 2.2 1.9 3.6 29 NA
Shigella Cases 0 0 2 0 3 7 0 1 1 14 66 39 102 -61.8
Ratel 0.0 0.0 0.5 0.0 1.1 2.3 0.0 0.3 0.2 0.3 1.5 0.9 2.4 NA
Vibrio cholera 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Vibrio, other 1 0 0 3 0 0 0 0 0 4 7 4 7 -42.9
Other
H. influenzae (other) 3 3 0 1 0 0 2 0 0 9 4 22 9 144.4
N. Meningitidis 2 2 2 2 1 0 1 0 2 12 7 21 18 16.7

1 = Cases Per 100,000

2=These totals reflect persons with HIV infection whose status was first detected during the specified

time period. This includes persons who were diagnosed with AIDS at time HIV was first detected.
Due to delays in reporting of HIV/AIDS cases, the number of persons reported is a minimal estimate. Data

should be considered provisional.

Table 2. Diseases of Low Frequency

Disease
Legionellosis
Lyme Disease
Malaria
Rabies, animal
Varicella

Table 3. Animal Rabies
Parish
Lafayette

(January - April, 2005)
Total to Date

N O N P

95

(January - April, 2005)
No. Cases Species

Skunk




Sanitary Code - State of Louisiana
Part Il - The Control of Disease

LAC 51:11.105: The following diseases/conditions are hereby declared reportable with reporting requirements by Class:
Class A Diseases/Conditions - Reporting Required Within 24 Hours

Diseasesof major publichealth concern because of the severity of disease and potential for epidemic spread-report by telephoneimmediately upon recognition that a case, a suspected case, or a positive laboratory
result isknown; [in addition, all cases of rare or exotic communicable diseases, unexplained death, unusual cluster of disease and all outbreaks shall be reported.]

Anthrax Neisseria meningitidis (invasive disease) Smallpox

Botulism Plague Staphylococcus Aureus,
Brucellosis Poliomyelitis, paralytic Vancomycin Resistant
Cholera Q Fever Tularemia

Diphtheria Rabies (animal & man) Viral Hemorrhagic Fever
Haemophilus influenzae (invasive disease) Rubella (German measles) Yellow Fever

Measles (rubeola) Rubella (congenital syndrome)

Class B Diseases/Conditions - Reporting Required Within 1 Business Day
Diseases of public health concern needing timely response because of potential of epidemic spread-report by the end of the next business day after the existence of a case, a suspected case, or a positive |aboratory
result isknown.

Aseptic meningitis Hepatitis B (carriage) Salmonellosis
Chancroid! Hepatitis B (perinatal infection) Shigellosis

E. Coli 0157:H7 Hepatitis E Syphilist

E. Coli Enterohemorrhagic (other Herpes (neonatal anus -
Encephalitis, Arthropoda%orr(me ) Leg?onefl losis (athe disease) IﬁEG](BS
Hantavirus Pulmonary Syndrome Malaria Typhoid Fever
Hemolytic-Uremic Syndrome Mumps

Hepatitis A (acute disease) Pertussis

Acquired Immune Deficiency

Syndrome (AIDS)

Blastomycosis

Campylobacteriosis

Chlamydial infection®

Coccidioidomycosis

Cryptosporidiosis

Cyclosporiasis

Dengue

Ehrlichiosis Hansen's Disease (leprosy)

Enterococcus, Vancomycin Resistant
(VRE) (invasive disease)

Giardia

Gonorrheat

Hansen’s Disease (Ieprosy)

Hepatitis B (acute)

Cancer

Complications of Abortion
Congenital Hypothyroidism*
Gal actosemia*

Hemophilia*

Lead Poisoning

Class C Diseases/Conditions - Reporting Required Within 5 Business Days
Diseases of significant public health concern-report by the end of the workweek after the existence of a case, suspected case, or a positive laboratory result is known.

Hepatitis C (acute and infection)

Human Immunodeficiency Virus (HIV
infection)

Listeria

Lyme Disease

Lymphogranuloma Venereum?*

Psittacosis

Rocky Mountain Spotted Fever (RMSF)

Staphylococcus Aureus, Methicillin/
Oxacillin Resistant (MRSA) (invasive
disease)

Staphylococcal Toxic Shock Syndrome

Streptococcal disease, Group A
disease)

Streptococcal disease, Group B (invasive
disease)

Other Reportable Conditions
Phenylketonuria*
Reye’'s Syndrome
Severe Traumatic Head Injury**
Severe Undernutrition (severe anemia,
failure to thrive)
Sickle Cell Disease (newborns)*

Streptococcal Toxic Shock
Syndrome
Streptococcus Pneumoniae
(invasiveinfection, penicillin
resistant (DRSP))
Streptococcus Pneumoniae
(invasive infection in children
< 5 years of age)
Trichinosis
Varicella (chickenpox)
Vibrio Infections
(other than cholera
West Nile Fever
West Nile Infection (past or
present)

Spinal Cord Injury**
Sudden Infant Death
Syndrome (SIDS)

Case reports not requiring special reporting instructions (see below) can be reported by Confidential Disease Case Report forms (EPI-2430), facsimile (504-568-5006), phone reports (504-568-5005 or 1-800-

256-2748), or web base at https://ophrdd.dhh.state.la.us.

1Report on STD-43 form. Report cases of syphilis with active lesions by telephone.

2Report on CDC72.5 (f.5.2431) card.

*Report to the Louisiana Genetic Diseases Program Office by telephone (504) 568-5070 or FAX (504) 568-7722.

**Report on DDP-3 form; preliminary phone report from ER encouraged (504) 568-2509. Information contained in reports required under this section shall remain confidential in accordance with the law.

This public health document was published at atotal cost of $999.00. Seven thousand copies of this public document were published in this first
printing at a cost of $999.00. The total cost of all printings of this document, including reprints is $999.00. This document was published by
Moran Printing, Inc., 5425 FloridaBlvd., Baton Rouge, LA 70806 to inform physicians, hospitals, and the public of current L ouisianamorbidity
statusunder authority of R.S. 40:36. Thismaterial was printed in accordance with the standardsfor printing for state agencies established pursuant
to R.S. 43:31. Printing of this material was purchased in accordance with the provisions of Title 43 of Louisiana Revised Statutes.
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